A 32-year-old gentleman presented with weakness, tingling, and numbness of all the four limbs for one month. He was operated for hydatid liver four years back. There was grade 4/5 weakness of all the four limbs with spasticity in the lower limbs and decreased sensation below C4. Reß exes were exaggerated in lower limbs and sluggish in upper limbs. Magnetic resonance imaging (MRI) showed extensive cervico-dorsal syrinx [ Figures 1-3 ]. Gadolinium-enhanced images showed heteroge neously enhancing cystic lesion at C4-5 [ Figures 4 and 5] . At surgery a gray-yellow, Þ rm, welldeÞ ned mass was resected. The patient deteriorated by two grades immediate postoperatively, but recovered thereafter. Histopathological examination showed cystic lesion lined by ependymal lining. The wall showed dense Þ brillary isomorphic gliosis entrapping anterior horn cells with numerous Rosenthal Þ bres [ Figure 6 ]. No immature neuronal or glial elements were found. Characteristic biphasic pattern of a pilocytic astrocytoma with loose microcystic zones and eosinophillic granular bodies was not evident. The Þ ndings were suggestive of extensive gliosis in the wall of the syrinx [ Figure 6 ].
In idiopathic syringomyelia, there are longitudinally oriented cavities with surrounding gliosis, attributed to arachnoiditis without any evidence of a true neoplasm. [1, 2] As in the present case clinically and radiologically these lesions can masquerade as intramedullary tumor with syringomyelia. [1, 2] The leading edge of the syrinx cavity dissects along longitudinal tissue planes leading to hypertrophic and hyperplastic gliotic changes. [1, 3] Gliosis is proportional not only to the age of the lesion but to the severity of the forces acting upon the walls, [4] and can be seen as circumferential bands producing "beaded" appearance. [3, 5] Gliosis is commonly associated with syringomyelia [1, 2, 5] and on MRI can show heterogeneous contrast enhancement. 
